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Alcohol and Drug Use, Abuse,
and Dependence among
Welfare Recipients
Bridget F. Grant, PhD, PhD, and DeborahA. Dawson, PhD

Introduction
The network of federal programs

designed to help the nation's needy has
rapidly grown since the Great Depres-
sion, most notably as the result of the War
on Poverty. Recent concerns regarding
these programs, referred to collectively as
welfare, have generated great debate in
the current administration and among
lawmakers. At the center of this often
intense and emotional political debate are
characterizations of welfare recipients
that are usually not supported by empiri-
cal data. One such characterization de-
picts the welfare mother in particular as
having an alcohol or drug problem. It was
the objective of the present study to
provide the most recent national esti-
mates of the prevalence of heavy alcohol
use, drug use, and alcohol and drug abuse

and dependence among welfare recipi-
ents participating in five social services
programs: Aid to Families with Depen-
dent Children (AFDC); the Special
Supplemental Food Program for Women,
Infants, and Children (WIC); food stamps;
supplemental security income (SSI); and
Medicaid. The major goal of the study was
to identify high-risk subgroups of the
welfare population in need of prevention,
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intervention, and treatment of alcohol
and drug problems.

Methods

The data presented in this report
were collected in the 1992 National
Longitudinal Alcohol Epidemiologic Sur-
vey (NLAES) designed by the National
Institute on Alcohol Abuse and Alcohol-
ism (NIAAA), with fieldwork conducted
by the Bureau of the Census. Direct
face-to-face interviews were conducted
with one randomly selected respondent,
18 years of age or older, in each of 42 862
households within the contiguous United
States and the District of Columbia. The
household response rate for the NLAES
was 91.9%, and the individual response

rate was 97.4%. The sampling design of
the survey involved stratification and
clustering, along with oversampling of
Blacks and young adults (18 to 29 years of
age); the design has been described more
fully elsewhere.1'2 Because of the com-

plex multistage nature of the survey,

SUDAAN,3 a software program that uses

appropriate statistical techniques to ad-
just for sample design characteristics,
was used to generate the prevalence
estimates and statistical tests presented
in this report. Statistical comparisons
among sociodemographic subgroups of
the welfare population were accom-

plished by means of t tests (P > .01

denoting significance due to multiple
comparisons).

NLAES respondents were asked
whether they received AFDC, WIC, SSI
or Medicaid payments, or food stamps
during the month prior to the interview.
The survey estimates of the number of
adults covered by these programs were

very similar to those derived from the
1992 Current Population Survey4 and
1992 program statistics derived from the
federal agencies that administer such
programs: the Department of Health and
Human Services (HHS) for AFDC
(L. Carrera, written communication, Ad-
ministration for Children and Families,
Office of Family Assistance), Medicaid,5
and SSI (J. Schmulowitz, written commu-
nication, Office of Research Statistics,
Social Security Administration), and the
Department of Agriculture for WIC6 and
food stamps.7 It should be noted that the
NLAES estimates of program participa-
tion presented in this report do not
include recipients under the age of 18
years or recipients residing in institutions,
nor do they reflect multiple recipients of
welfare programs residing in the same

household. Furthermore, recipients may
also have been receiving support from
more than one welfare program during
the previous year.

In this report, heavy drinking was

operationalized as an average daily etha-
nol consumption exceeding 1 oz (28 g)

(i.e., more than two drinks per day) or

consumption of five or more drinks on at
least 12 occasions (i.e., once a month or

more) during the previous year. Any drug
use was defined as taking of any of the
following medicines or drugs "on your
own" (i.e., without a prescription) at least
12 times during the previous year: seda-
tives, tranquilizers, opioids other than
heroin, amphetamines, cannabis (includ-
ing hashish), methadone, heroin, or other
drugs such as hallucinogens, inhalants, or

solvents. Diagnoses of alcohol or drug
abuse and/or dependence were obtained
from lists of symptom items operationaliz-
ing definitions appearing in the Diagnostic
and Statistical Manual ofMental Disorders
(4th edition; DSM-IV).8 Respondents
classified as abusers were required to
meet at least one of the following criteria:
continued use despite social or interper-
sonal problems, hazardous use, legal
problems, and neglect of role obligations.
A diagnosis of dependence required affir-
mative responses to three or more of the
following seven criteria: tolerance; with-
drawal; unsuccessful attempts or persis-
tent desire to stop use; use for longer or in
larger amounts than intended; activities
given up in favor of use; time spent in
obtaining, using, or recovering from sub-
stance effects; and continued use despite
physical or psychological problems. The

complex algorithms designed to yield
these DSM-IV diagnoses have been de-
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TABLE 1 -Prevalence of Past Year Heavy Drinking and DSM-IV Alcohol Abuse and/or Dependence among Recipients of Aid to
Families with Dependent Children (AFDC), Supplemental Food Program for Women, Infants, and Children (WIC), and
Food Stamps, by Sex, Race, and Age

AFDCa WICb Food Stampsc

Alcohol AJcohol Alcohol
Population Heavy Abuse/ Population Heavy Abuse/ Population Heavy Abuse/
Estimate Drinking, Dependence, Estimate Drinking, Dependence, Estimate Drinking, Dependence,

(Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE)

Sex
Male 559.7 20.9 (4.4) 9.6 (2.9) 974.3 26.0 (3.8) 18.6 (3.3) 2 818.9 24.9 (2.1) 13.9 (1.7)
Female 3 523.0 12.0 (1.2) 7.3 (1.0) 3 250.3 7.1 (0.9) 4.7 (0.8) 7 256.6 9.5 (0.7) 5.9 (0.6)

Race
Black 1 495.8 10.2 (1.4) 7.2 (1.3) 1 077.9 7.9 (2.1) 7.4 (2.1) 3210.1 13.0 (1.3) 8.6 (1.1)
Non-Black 2586.9 15.0 (1.8) 7.8 (1.3) 3 146.6 12.7 (1.3) 8.1 (1.1) 6865.4 14.2 (1.0) 8.0 (0.8)

Age, y
18-24 1 113.6 11.5 (2.4) 7.2 (1.6) 1 778.8 10.7 (1.7) 6.6 (1.4) 2035.9 13.2 (1.6) 8.1 (1.2)
25-34 1 655.0 17.6 (1.9) 10.7 (1.9) 1 850.3 12.9 (1.8) 9.1 (1.8) 3227.4 17.8 (1.5) 11.1 (1.4)
35+ 1 314.1 9.2 (1.7) 3.9 (1.0) 595.4 9.4 (2.4) 6.2 (2.4) 4812.2 11.4 (1.2) 6.2 (0.8)

Total 4082.8 13.2 (1.3) 7.6 (0.9) 4224.5 11.5 (1.1) 7.9 (1.0) 10075.5 13.8 (0.8) 8.2 (0.6)

Note. As a resuft of rounding, components may not add to totals.
aCash assistance to needy children who lack the financial support of one parent because that parent is continuously absent from the home, incapacitated,

dead, or unemployed.
bNutrition program to improve the nourishment of pregnant and postpartum women, infants, and children under 6 years of age.
cUsed to purchase food; intended to permit members of low-income households to obtain a more nutritious diet.



Public Health Briefs

fined in detail elsewhere.9 The reliabilities
of alcohol use, abuse, and dependence
measures used in this study exceeded .73
(kappa coefficients), as ascertained from
an independent test-retest study con-

ducted in a general population sample.10
Similarly, kappa coefficients associated
with drug use, abuse, and dependence
measures exceeded .79.

Results
The prevalence of heavy drinking

was similar among recipients of AFDC

(13.2%), WIC (11.5%), and food stamps
(13.8%) (Table 1) and somewhat lower
among recipients of SSI (6.4%) and
Medicaid (10.3%) (Table 2). Prevalences
of DSM-IV alcohol abuse and/or depen-
dence among recipients ofAFDC (7.6%),
WIC (7.9%), and food stamps (8.2%)
(Table 3) were also greater than compa-
rable prevalences among SSI (4.3%) and
Medicaid (5.2%) recipients (Table 4).
Similarly, rates of any drug use ranged
from 7.2% to 9.8% for AF'DC, WIC, and
food stamp recipients but were lower
among recipients of SSI (3.8%) and

Medicaid (6.0%). Overall, the rates of
drug abuse and/or dependence were also
greater for recipients ofAFDC, WIC, and
food stamps (2.5% to 3.6%) than for SSI
(1.3%) and Medicaid (2.0%) recipients.

Prevalences of heavy drinking and of
alcohol abuse and/or dependence were

significantly greater for men than for
women (P < .01) in each welfare pro-
gram except AFDC. There were no sex

differences found for drug use or drug use

disorder measures across welfare pro-
grams. Rates of heavy drinking, drug use,
and alcohol and drug abuse and/or

1452 American Journal of Public Health

TABLE 2-Prevalence of Past Year Heavy Drinking and DSM-IV Alcohol Abuse and/or Dependence among Recipients of
Supplemental Security Income (SSI) and Medicaid, by Sex, Race, and Age

ssia Medicaidb

Population Heavy Alcohol Abuse/ Population Heavy Alcohol Abuse/
Estimate Drinking, Dependence, Estimate Drinking, Dependence,

(Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE)

Sex
Male 1 545.5 11.3 (2.2) 7.8 (1-9) 3620.8 15.8 (1.5) 7.5 (1.1)
Female 2670.7 3.6 (0.7) 2.2 (0.5) 8447.9 7.9 (0.7) 4.3 (0.4)

Race
Black 1 140.9 7.9 (1-6) 4.8 (1.2) 3 145.1 11.0 (1.1) 5.9 (0.8)
Non-Black 3074.5 5.9 (1-1) 4.1 (0.9) 8923.6 9.9 (0.8) 4.9 (0.6)

Age,y
18-29 593.4 6.8 (3.1) 5.4 (2.9) 3 720.9 12.9 (1.2) 8.4 (0.9)
30-54 1 332.2 9.4 (1.8) 8.1 (1.7) 3667.0 13.8 (1.3) 7.7 (1.0)
55+ 2 290.6 4.6 (1.0) 1.8 (0.6) 506.8 5.3 (0.7) 0.8 (0.2)

Total 4 216.3 6.4 (0.9) 4.3 (0.8) 12 068.7 10.3 (0.6) 5.2 (0.5)

aProvides cash benefits, paid monthly, to elderly, blind, and disabled persons who are financially needy.
bFurnishes medical assistance on behalf of needy families with dependent children and on behalf of elderly, blind, or permanently and totally disabled

individuals whose incomes and resources are insufficient to meet the costs of necessary medical services.

TABLE 3-Prevalence of Past Year Drug Use and DSM-IV Drug Abuse and/or Dependence among Recipients of Aid to Families
with Dependent Children (AFDC), Supplemental Food Program for Women, Infants, and Children (WIC), and Food
Stamps, by Sex, Race, and Age

AFDC WIC Food Stamps

Population Any Drug Abuse/ Population Any Drug Abuse/ Population Any Drug Abuse/
Estimate Drug Use, Dependence, Estimate Drug Use, Dependence, Estimate Drug Use, Dependence,

(Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE)

Sex
Male 559.8 10.3 (3.1) 5.6 (2.3) 974.3 11.0 (3.0) 18.6 (3.3) 2818.9 11.6 (1.5) 3.6 (0.8)
Female 3523.0 9.7 (0.9) 3.3 (0-5) 3250.3 6.0 (0.8) 4.7 (0.8) 7256.6 7.2 (0.6) 2.4 (0.4)

Race
Black 1 495.8 7.4 (1.0) 2.86 (0.7) 1 077.9 4.5 (1.2) 1.2 (0.5) 3 210.1 7.5 (1.0) 1.9 (0.4)
Non-Black 2 586.9 11.1 (1.2) 4.09 (0.7) 3 146.6 8.1 (1.1) 2.9 (0.7) 6 865.4 8.8 (0.7) 3.1 (0.4)

Age,y
18-24 1 113.6 14.6 (2.2) 3.9 (1.2) 1 778.8 8.7 (1.5) 3.5 (1-1) 2035.9 13.9 (1.7) 3.6 (0.9)
25-34 1 655.1 10.7 (1.5) 4.3 (0-9) 1 850.3 5.9 (1.2) 1.7 (0.6) 3227.4 11.3 (1.2) 3.8 (0.7)
35+ 1 314.0 4.7 (1.0) 2.5 (0.8) 595.4 6.7 (2.3) 2.0 (1.1) 4812.2 4.1 (0.6) 1.6 (0.4)

Total 4082.8 9.8 (0.9) 3.6 (0.5) 4224.5 7.2 (0.9) 2.5 (0.6) 10075.5 8.4 (0.6) 2.7 (0.3)

Note. As a result of rounding, components may not add to totals. See Table 1 for program descriptions.
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TABLE 4-Prevalence of Past Year Drug Use and DSM-IV Drug Abuse and/or Dependence among Recipients of Supplemental
Security Income (SSI) and Medicaid, by Sex, Race, and Age

SSI Medicaid

Population Drug Abuse/ Population Drug Abuse/
Estimate Any Drug Use, Dependence, Estimate Any Drug Use, Dependence,

(Thousands) % (SE) % (SE) (Thousands) % (SE) % (SE)

Sex
Male 1 545.5 4.3 (1.2) 1.3 (0.4) 3 620.7 5.9 (0.9) 2.4 (0.6)
Female 2678.7 3.5 (0.9) 1.3 (0.4) 8447.9 6.0 (0.5) 1.9 (0.3)

Race
Black 1 140.9 5.4 (1.9) 1.5 (0.8) 3145.1 6.1 (0.9) 1.9 (0.4)
Non-Black 3075.4 3.2 (0.7) 1.2 (0.3) 8 923.6 6.0 (0.6) 2.1 (0.3)

Age,y
18-29 593.1 4.0 (1.6) 1.1 (0.7) 3720.9 11.5 (1.0) 3.4 (0.6)
30-54 1 332.3 8.8 (1.8) 3.6 (0.8) 3 667.1 7.4 (0.9) 3.3 (0.6)
55+ 2 290.6 0.8 (0.4) 0.0 (0.0) 4 680.7 0.5 (0.2) 0.0 (0.0)

Total 4 216.3 3.8 (0.7) 1.3 (0.3) 12068.7 6.0 (0.5) 2.0 (0.3)

Note. As a result of rounding, components may not add to totals. See Table 2 for program descriptions.

dependence were also not significantly
different between non-Black and Black
recipients of AFDC, WIC, food stamps,
SSI, and Medicaid.

AmongAFDC and food stamp recipi-
ents, but not WIC recipients, heavy
drinking, drug use, and alcohol and drug
abuse and/or dependence were more
prevalent (P < .01) in the 25- to 34-year
age group than in the oldest (35 years and
older) age group. For SSI and Medicaid
recipients, the rates of heavy drinking,
drug use, and alcohol and drug abuse
and/or dependence were greatest among
30- to 54-year-olds. For Medicaid recipi-
ents, rates of all four alcohol and drug
problem measures were also greater
(P < .01) among 18- to 29-year-olds than
among those in the oldest age group.

Discussion
Contrary to common characteriza-

tions of the welfare population as having
alcohol and drug problems, the results of
this study indicate that small percentages
of AFDC, WIC, food stamp, SSI, and
Medicaid recipients are heavy drinkers
(6.4% to 13.8%), use drugs (3.8% to 9.8%),
or abuse or are dependent on alcohol
(4.3% to 8.2%) or other drugs (1.3% to
3.6%). These rates among welfare recipi-
ents were similar to national estimates
derived from the NLAES survey for
heavy drinking (14.5%), any drug use
(5.0%), alcohol abuse and/or depen-
dence (7.4%), and drug abuse and/or
dependence (1.5%).9 Also, they are
comparable to rates of heavy drinking

(14.8%), drug use (5.1%), alcohol abuse
and/or dependence (7.5%), and drug
abuse and/or dependence (1.5%) among
the subpopulation of the United States
not receiving welfare benefits.

In general, the sociodemographic
differentials associated with heavy drink-
ing and alcohol abuse and/or dependence
observed in the US general population
were not entirely preserved within the
subgroup of welfare recipients. In the
general population, rates for all four
alcohol and drug problem indicators are
greater among men than among women.
Among welfare recipients, indicators of
alcohol problems were greater for men
than for women, except AFDC recipients,
but no sex differences were found in the
rates of drug problem indicators. Al-
though the prevalences of heavy drinking,
drug use, and alcohol and drug abuse
and/or dependence are generally greater
among non-Blacks than among Blacks in
the general population, no ethnic differ-
ences were found in these measures
among welfare recipients. There was,
however, a trend for the rates of each
problem indicator to be greater among
non-Blacks than among Blacks, except
among SSI and Medicaid recipients. In
addition, in comparison with those in the
older age group, heavy drinking, drug use,
and alcohol and drug abuse and/or
dependence were significantly greater
among 25- to 34-year-old recipients of
AFDC and food stamps, but not WIC,
and among 30- to 54-year-old SSI and
Medicaid recipients.

Although the reasons for the ob-
served sex, ethnic, and age differentials in
terms of alcohol and drug problem indica-
tors among welfare recipients remain
unclear, more substantive future analyses
carried out within a multivariate environ-
ment may clarify the questions raised in
this study. However, this study has
achieved its purpose of identifying high-
risk subgroups of the welfare population
in need of alcohol and drug prevention,
intervention, and treatment programs.
Education programs, screening efforts,
and provisions for treatment of alcohol
and drug problems could be incorporated
into the welfare system of social services,
just as provisions currently exist for
training and employment services for
AFDC recipients and nutrition education
for WIC recipients. The implementation
of prevention programs and treatment
services for alcohol and drug problems
among welfare recipients would foster
and facilitate the major goals of work,
responsibility, and reduction of depen-
dency that form the basis of the proposed
welfare reform. O

References
1. Grant BF, Peterson A, Dawson DA, Chou

P. Source and Accuracy Statement for the
National Longitudinal Alcohol Epidemio-
logic Survey. Rockville, Md: National Insti-
tute on Alcohol Abuse and Alcoholism;
1994.

2. Massey JT, Moore TF, Parsons VL, Tadros
W. Design and estimation of the National
Health Interview Survey, 1985-1994. Vital
Health Stat [32]. 1989; DHHS publication
PHS 89-1384.

October 1996, Vol. 86, No. 10 American Journal of Public Health 1453



Public Health Briefs

3. Software for Survey Data Analysis, Version
5.5. Research Triangle Park, NC: Research
Triangle Institute; 1994.

4. Poverty in the United States. Washington,
DC: US Bureau of the Census; 1993.
Current Population Reports series P 60-
185.

5. Bureau of Data Management and Strategy.
Medicaid Vendor Payments ofMedical Care
by Race/Ethnicity and by Region and State:
Fiscal Year 1992. Baltimore, Md: Health
Care Financing Administration; 1994.

6. Program Information Division. Special
Supplemental Food Program (WIC) for
Women, Infants, and Children: Racial!
Ethnic Participation, 1992. Washington,
DC: US Dept of Agriculture; 1992.

7. U.S. Department of Agriculture Data Base:
Food Stamp Participation, 1992. Wash-
ington, DC: US Dept of Agriculture;
1992.

8. Diagnostic and Statistical Manual ofMental
Disorders. 4th ed. Washington, DC: Ameri-
can Psychiatric Association; 1994.

9. Grant BF, Harford TC, Dawson DA, Chou
P, Dufour M, Pickering R. Prevalence of
DSM-IV alcohol abuse and dependence:
United States, 1992. Alcohol Health Res
World. 1994;18:243-248.

10. Grant BF, Harford TC, Dawson DA, Chou
SP, Pickering RP. The Alcohol Use Disor-
der and Associated Disabilities Interview
Schedule (AUDADIS): reliability of alco-
hol and drug modules in a general popula-
tion sample. Drug Alcohol Dependence.
1995;39:37--44.

.~ ~ ~ ~ ~ ~ ~~~~~~~~~~~~~~

:,!~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.......... ;a q.B.- e..g.....:6c.l .t..... gA
se,i ...

6.m° XsD e f g X 5 ;§gc Usy;S#f S.f iS. ;x a ffgi s .; jx } i .~~~~~~~~~~~..

e.....i AB

.S°g=-es~~~~~~~~~~~~~~~~~~~~~~~~. . g. sZ|;@:-S. ; Szi.- .....
>~ ~~~~~~~~~~~~~~~~. ............ .. ........o ... .......C@..

.;5-.-a,... ...... <<. ;.*-.is.......... dZ ;,i- ..- e.
o...5......

..

SR S.e... .. .f..;2.

..

iS; 3; .; ::.: i F .........................................;: :; :5...........:. '- ei ' J t,

g; ~~~~~~~~~~~~~~~. -.

......... ..............:..............XS12j00 PSt04 M:fX E :

Spina Bifida and Cleft Lip among
Newborns of Norwegian Women
with Epilepsy: Changes Related
to the Use of Anticonvulsants
Pemille Bolton King, MD, Rolv T. Lie, PhD, and Lorentz M. Irgens, MD, PhD

Introduction
Anticonvulsants have, for a long

time, been suspected teratogens, with
respect to both minor and major malfor-
mations.1- For valproic acid, an associa-
tion with spina bifida was already sus-
pected in 1982.2 Since then, several
studies have supported a causal relation-
ship.5 The risk of spina bifida among
valproic acid-exposed infants has been
estimated to be about 2%, compared with
0.05% among unexposed infants. An
increased risk of spina bifida is also
suspected after use of carbamazepine, but
the risk is estimated to be less than 1%.5
Orofacial clefts have been associated with
the use of phenytoin and phenobarbital.6
We hypothesized that secular changes in
the use of anticonvulsants could be re-
flected in the occurrence of spina bifida
and orofacial clefts among children of
mothers with epilepsy.

Methods
The Medical Birth Registry of Nor-

way was established in 1967 and is a
population-based compulsory notification
system covering all births in Norway. The
registry holds information about mothers'
health before and during the pregnancy,
about the delivery, and about the child.
Spina bifida and orofacial clefts are
reported with a certainty of more than
80%7 and are probably the most precisely
ascertained types of defects in the regis-

try. Furthermore, it is not likely that
ascertainment is much affected either by
time or by epilepsy status. Secular trends
in the occurrence of these defects may
therefore be studied without serious ascer-
tainment bias.

From 1967 through 1992, 1 506 851
newborns were identified. All together,
7558 children had mothers with a re-
corded history of epilepsy either before or
during the pregnancy. Mothers without
epilepsy were used as a control group.
Since valproic acid was in regular use
after 1980, the data were divided into one
period from 1967 through 1980 and a
second period from 1981 through 1992.
This categorization was decided upon
before the data were analyzed.

With the use of odds ratios, the
prevalences of spina bifida and orofacial
clefts in newborns with mothers who had
epilepsy were compared with those ob-
served in newborns of mothers without
epilepsy. Risks of birth defects are small,
and thus, odds ratios can provide a good
approximation of relative risks. Secular
changes in odds ratios of birth defects
were studied by exact logistic models
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